The patient in whom the initial electrocardiogram was not available (patient 10) was semiconscious at admission to hospital and-required immediate direct current cardioversion for an extremely rapid and irregular ventricular rhythm.
Atrial fibrillation is a potentially serious complication of the Wolff-Parkinson-White syndrome and may degenerate into ventricular fibrillation.' 2 When spontaneous atrial fibrillation occurs reentrant atrioventricular tachycardia has usually already been confirmed or there is a history of palpitation."
We studied ten patients in whom atrial fibrillation was the first arrhythmia to develop. We report their clinical presentation, electrophysiological characteristics, and long term follow up.
Patients and methods
Between 1976 In six patients the accessory pathway was found to be on the left free wall and in three it was posteroseptal; In our study, atrial fibrillation was the initial arrhythmia in 9% of patients. In other patients with the Wolff-Parkinson-White syndrome a history of palpitation may be present and the same symptoms may be reproduced by the induction of atrial fibrillation at electrophysiological study. It may, therefore, be the first arrhythmia in a higher proportion of patients with pre-excitation but not be identified as such.
In older patients, for reasons that are unclear, the ventricular response was slower. The higher incidence of coexisting disease may, however, have provided the mechanism for initiation of the arrhythmia.
In younger patients, extremely rapid ventricular rates were seen and one required direct current cardioversion. In a retrospective study Klein et al showed that rapid ventricular responses to atrial fibrillation were associated with ventricular fibrillation.2 The degree to which induced atrial fibrillation is predictive of ventricular fibrillation has not, however, been prospectively evaluated. A rapid ventricular response to atrial fibrillation may be a highly sensitive marker for the development of ventricular fibrillation but it may be non-specific and other factors are known to have a role including digitalis' or other drugs.9 Despite this, our median follow up over eight years suggests that such patients have a good medium term surival when they are medically managed. Furthermore, treatment was successful in preventing atrial fibrillation and in controlling the ventricular response if it recurred. Surgical ablation was advocated in only one patient but he declined it. He now has fewer and milder attacks. The other patients have opted for medical management despite the satisfactory long term results of operation.'0 These findings counterbalance those of Milstein et al who found that 17% ofsymptom free patients with the Wolff-Parkinson-White pattern had "potentially lethal ventricular rates during induced atrial fibrillation","I a figure which is clearly in excess of sudden death rates in this syndrome.
The role of electrophysiological study in the symptom free patient with resting pre-excitation remains unclear. ' 
